The readers' letter is welcome and we thank the authors for their favorable and constructive comments that give us the opportunity to clarify some points.
First point: the percentage of 25% is intended for the population with a diagnosed lung infection. Thus, the exact meaning of the sentence is that of the whole cases initially suspected for lung cancer and then diagnosed as lung infection, 25% are tuberculosis. The misinterpretation is due to the missing word ''infection'' that for some reason disappeared during the editorial process of revision of the manuscript. We apologize for this error. However, this may be easily extracted by the reference reported in the article to support the sentence (1).
This clarification gives us the opportunity to stress once more the importance of some misleading radiologic signs, already reported in our article (2) . In a recent study based on a retrospective analysis of chest radiographs from 207 young and 119 elderly patients with pulmonary tuberculosis, the correct diagnosis was made in 94.2% of the young patients but only in 66.4% of the elderly, with a P value <0.001 (3). Twenty-five cases in the elderly group were misdiagnosed as bacterial pneumonia compared to nine cases in the young group. Fourteen chest radiographs in the elderly group were misdiagnosed for signs of lung cancer, compared to only three in the young group. These data demonstrate that chest radiography signs may be misleading in a consistent percentage of elderly patients. This information is more appropriate than those reported in the study of Prapruttam et al. cited in the letter, which is only a pictorial essay, although appreciable, without any statistical analysis (4) .
Second point: we greatly thank the reader for their interest and comments on lung ultrasound, which represents one of the main innovation in chest imaging of recent years and one of the main scientific interest of our study group from years (5) . In our University Hospital, which is at the same time one of the Regional centers for tuberculosis and also one of the reference institutions for diagnostic and interventional oncological radiology, lung ultrasound is widely used.
In 1 year we admit a huge number of tuberculosis cases diagnosed in our hospital or sent from other institutions. Our 14 years archive counts 1027 pulmonary tuberculosis inpatients and 73 cases of pleural tuberculosis (7.01%). Of the latter, 41% have been diagnosed with thoracentesis and culture on pleural fluid, about 24% have been diagnosed with thoracoscopy, 10.3% with pleural drainage and culture. The remaining 24.7% of tuberculosis cases associated with pleural effusion have been diagnosed by alternative tools, like culture on smear or bronchial aspirate.
In our experience, corroborated by literature, the visualization of echoic septations in the pleural fluid of patients suspected for tuberculosis, is strongly indicative of the diagnosis (6) . Pleural ''thickness and nodularity'', as mentioned in the letter, are more typical signs of diffuse neoplastic pleural disease (7, 8) . We also take this opportunity to explain to the reader that the echoic image of the pleura is an artifact representing the interface between the aerated lung and the chest wall tissues (5) . Unless the pleura become a consolidated large mass, the thickness of this artifact is meaningless and should not be measured. Thus, speaking about ''thickness'' is suggestive but inaccurate, while irregularity and nodularity of the pleura are useful ultrasound signs, often initially detected in neoplastic pleural disease or accurate chronic signs of pulmonary fibrosis.
Finally, using ultrasound for monitoring pleural effusion is a further topic that was not considered in our article because we focused on the description of the patterns of presentation of tuberculosis and not on the treatment and follow-up of the disease. 
